The paper describes the experience of chronic migraine of a group of Spanish women. Considering the global prevalence of this condition, better understanding how people live with it, their needs and problems, can be useful in designing patient-centred interventions.
The paper describes the experience of chronic migraine of a group of Spanish women. Considering the global prevalence of this condition, better understanding how people live with it, their needs and problems, can be useful in designing patient-centred interventions. The paper is clear, well-written and well-structured. I recommend this paper for publication after revisions. In particular, the methods section and the discussion requires extensive revisions. Methods -It is mentioned that the design is a "qualitative phenomenological study". A short description of what this means as well as an explanation of why this approach is the most adapted to answer the research question is needed (p. 5).
-The authors mentioned to have collected different kinds of data: interviews and drawings, field notes, sociodemographic and clinical data. It is however unclear how these data contribute to the results. Since the authors argue in the discussion (p. 13) that these sources were used to extract more information, it would be important to specify in the methods section which information was extracted, with which method, from which source. Currently, it seems that the five themes presented in the article resulted from the analysis of the interviews only. It is not clear if the drawings were also interpreted or if only the discussions about them were analysed. The field notes seemed to be left unused. The sociodemographic and clinical data seemed to only be used for descriptive purposes.
-Why did the authors choose to recruit patients at their first visit? What is the rationale behind this choice? Please include this information in the paper (p. 6).
-Why did the authors opted for a data collection in two stages and using to different methods? What is the added value of combining these two techniques? Please elaborate on this (p. 6).
-Instead of (or in addition to) indicating in total number of minutes, I would indicate the average length of an interview, which gives the reader a more concrete idea of the data collected (p. 6). Results I suggest that the authors rephrase/rename the five themes in order to better reflect the experience of suffering and the participants" experience, as mentioned on p. 8 (final outcome). The current titles are a bit impersonal, general and do not reflect the specificity of the current study. For instance, the authors could use quotes from the interviews. Ideas for more content-related titles: 1) The shame of suffering from an invisible condition; 2) Treatment: between need, scepticism and fear; 3) Looking for physicians" support and sincerity, and fighting misconceptions; 4) Limiting the impact on daily life through selfcontrol; 5) Family and work: between understanding and disbelief. Discussion -The discussion is very rich in references, but it resembles to a review of the literature. Comparison and contrasts of the current study to previous studies is very limited and it is unclear to what extent the current findings confirm or disconfirm the literature. The authors should make an effort in selecting the most relevant findings (instead of discussing every single finding) and interpreting them by explaining how they confirm previous reports or why they disagree with them.
-The value of this study and its contribution to scientific knowledge and clinical practice should also be strengthened. o What does this study add to the literature on (chronic) migraine? And where to go? On the basis of the rich data collected, I consider that it is possible to draw more concrete ideas and hypothesis for further studies. I am aware of the fact that you cannot speak of associations between a high depression score according to the BDI-II and being sceptical against medications. However, it would be possible to develop indications for possible hypothesis to test in quantitative studies or intervention studies. o How can these results contribute (concretely) to improve the treatment of people with chronic migraine? Currently, it is unclear how clinical practice can benefit from these results. Even keeping in mind that this is a qualitative study and that the generalizability of the results to a larger population is not possible, I believe that the authors could make suggestions on what can be done to improve the experience of patients in a similar situation. Table 3 : Comments on the selected narratives Theme 1 -The quote used to illustrate "uncertainty" could very well illustrate a "change in lifestyle". Theme 2 -Does distrust and scepticism refer to medication or to physicians/medicine? From this single quote it seems referring to physicians/medicine and their inability to offer certainty. -The quote chose for "reaching normality" does not mention treatments, and seemed to me more adapted to illustrate the theme 4 "Impact on daily life" (and in particular the subtheme "Everything revolves around pain").
-The quotes chosen to illustrate "Lack of adherence to preventive treatments" do not clearly refer to preventive treatments. Do they all refer to preventive treatments or to all treatments? Lack of adherence only refer to preventive treatments? If not, why do the authors focus on them? Theme 3 -There is one subsection with quotes that should illustrate barriers in the doctor-patient relationship. However, all quotes in theme 3 refer to barriers (lack of clear information and sincerity as well as lack of support and involvement are barriers). I therefore suggest that the authors identify more relevant and mutually excluding subthemes. Theme 4 -The difference between the quotes used to illustrate "Everything revolves around pain" and the ones used to illustrate "Change in lifestyle" is not clear. They seem to overlap (because a change in lifestyle might be the consequence of the fact that everything revolves around pain? If this is the case, the authors should make it clear.). Theme 5 -Quotes to illustrate the family environment are missing. The current quotes only illustrate the work environment. Language I am not a native speaker and I cannot comment on the level of English, which seems however very good..
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GENERAL COMMENTS
The title is misleading as the sample is limited to 15 women with CM attending one specialist headache center in Spain. Though the limitation is discussed, the title and conclusions should be tempered with this information too. The rationale for the study and implications of the research can be enhanced by applying a more clinical view to address the needs of the readers of this journal. The authors provide a rich reference list which does include reports of qualitative research in CM patients. While those studies may have included EM patients too, the rationale currently provided may not be accurate?
The completion of the COREQ checklist should be reviewed. For example, a phenomenological approach is mentioned, but the methods do not illustrate the use of this approach, the duration of interviews is not mentioned, no evidence of saturation to support the sample size is provided or discussed, while participant checking is mentioned, this (e.g. any feedback ) is not reported in the results. Addressing these through revisions may be required to fulfil the criteria on the checklist. Page 12, I was surprised that in the themes the use of nonpharmacologic strategies to both control pain and reduce migraine frequency was not discussed (e.g. using a certain diet to avoid triggers, meditation, exercise, stress avoidance, acupuncture, etc.). Is this due to the fact patients did not bring it up, that it was not queried during the interviews, or that it was not reported? If it exists in transcripts I think it would enhance the results. Discussion Page 17, The discussion section is overall very good. However, I would like to see a section on "Implications for practice" and "Implications for research." These sections can be brief but should directly address what clinicians seeing these patients can take from this study to have more empathic conversations with their patients and what researchers in the field of chronic migraine should do to expand on this line of research both qualitatively and quantitatively.
VERSION 1 -AUTHOR RESPONSE
Reviewer: 1 Reviewer Name: Claudia Zanini Institution and Country: Swiss Paraplegic Research, Nottwil, Switzerland & University of Lucerne, Luzern, Switzerland Competing Interests: None declared -The paper describes the experience of chronic migraine of a group of Spanish women. Considering the global prevalence of this condition, better understanding how people live with it, their needs and problems, can be useful in designing patient-centred interventions. The paper is clear, well-written and well-structured. Response: We are very grateful for these comments.
-I recommend this paper for publication after revisions. In particular, the methods section and the discussion requires extensive revisions. Methods -It is mentioned that the design is a "qualitative phenomenological study". A short description of what this means as well as an explanation of why this approach is the most adapted to answer the research question is needed (p. 5). Response: We have added a short description of phenomenological methods as well as a reference on the application of these methods to the study of chronic pain: Design: In the field of qualitative studies, phenomenology attempts to understand other people"s lived experiences by using first-person narratives and other sources such as personal letters, diaries, and drawings.29,30 Moreover, phenomenological studies aim to mitigate the effects of any preconceptions (bracketing).31,32 In our study, bracketing was achieved by carefully recording the positions taken by the researchers beforehand, and by using in-depth interviews as the main data collection tool.28,32 In this way, we sought to avoid the researcher"s influence on the data and reveal the nature of the phenomenon through the patients" accounts.29 Phenomenology has proved to be useful to explore the individual meaning of chronic pain.30 -The authors mentioned to have collected different kinds of data: interviews and drawings, field notes, sociodemographic and clinical data. It is however unclear how these data contribute to the results. Since the authors argue in the discussion (p. 13) that these sources were used to extract more information, it would be important to specify in the methods section which information was extracted, with which method, from which source. Currently, it seems that the five themes presented in the article resulted from the analysis of the interviews only. It is not clear if the drawings were also interpreted or if only the discussions about them were analysed. The field notes seemed to be left unused. The sociodemographic and clinical data seemed to only be used for descriptive purposes.
Response: We agree with the Reviewer. We have included new information at "data collection", and "data analysis" sections in order to clarify how the different sources were used: Data collection: "Based on the phenomenological design, first-person data collection tools (in-depth interviews and drawings) and researcher´s field notes were used simultaneously.29 In-depth interviews (unstructured and semi-structured) were used as the main tool for data collection. With participants 1-10, the interview started with an open question: "What is your experience with CM?". Thereafter, the researchers listened carefully, noted the key words and topics identified in the patients" responses, and used their answers to ask for and clarify the content.29 In this way, relevant information was collected from the perspective of the patients. Also, during the interviews researchers used prompts or probes: a) to encourage the patients to provide more detail ("Can you tell me a bit more about that?"), b) to encourage the participant to keep talking ("Have you experienced the same thing since?"), c) to resolve confusion (paraphrasing of something that the patient had said), and d) to show full attention by the researcher ("That"s really interesting, please tell me more").29 A first analysis was performed on the unstructured interviews of the first 10 patients. This analysis revealed some relevant topics that required further study, thus making it necessary to include a second stage of data collection. This second stage (participants 11 to 20) consisted of semistructured interviews that were based on a question guide… At the end of the interviews, the patients provided drawings that gave further insight into how they viewed their illness.18,34,35 … The interview then continued with a description of the picture starting with the question: "What does the picture represent?". Then researchers asked the patients to describe the content of their and the reasons for their choice of colour, spatial organization, and composition. Patients" drawing descriptions and researcher field notes were part of the analysed data. Throughout data collection, these sources supported the previous ones and were often used for triangulation.29 Sociodemographic and clinical data were also recorded…In qualitative studies, the collection of sociodemographic and clinical data helps to understand patients" experiences and narrations, helps to situate them in a concrete context, and serves to achieve the transferability of the results.29" Data analysis "…To identify the relevant content researchers read and re-read the data at three different levels: literally, interpretively, and reflexively.29 In this way, an increasing level of abstraction and complexity was established for the analysis from meaningful units to thematic code groups, and finally themes.29 Each interview was analyzed by two researchers, separately. After the analysis, meetings were held to show and compare the results obtained. These meetings were held with a frequency of two weeks, either face-to-face or by videoconference. For clarity, a matrix was built with the results obtained from the analysis. Subsequently, joint meetings were held to combine the results of the analysis. In the case of differences in opinion, theme identification was performed based on consensus among the research team members. After that, the research team held joint meetings to show, combine, and integrate the results of the analysis from each matrix. At that point, all researchers analysed and discussed the matrixes results, and identified final themes by consensus among all members.29,38" -Why did the authors choose to recruit patients at their first visit? What is the rationale behind this choice? Please include this information in the paper (p. 6).
Response: We chose to recruit all patients at their first visit before patients had experienced any improvement with appropriate therapy. We have explained this point in the manuscript. "All patients were recruited at their first visit to the clinic to ensure that none of them had experienced a significant improvement -or even a reversal to EM-at the time of the study." -Why did the authors opted for a data collection in two stages and using to different methods? What is the added value of combining these two techniques? Please elaborate on this (p. 6). Response: After a first stage consisting of non-structured interviews, it was necessary to obtain more information regarding specific issues of interest. This led us to undertake a second stage with structured interviews. This subject has been clarified in the methods section: Data collection: "A first analysis was performed on the unstructured interviews of participants 1 to 10. This analysis revealed some relevant topics that required further study, thus making it necessary to include a second stage of data collection. This second stage (participants 11 to 20) consisted of semistructured interviews that were based on a question guide…" -Instead of (or in addition to) indicating in total number of minutes, I would indicate the average length of an interview, which gives the reader a more concrete idea of the data collected (p. 6).
Response: We agree with the Reviewer. We indicate the average length of the interviews in the revised version: "The first ten interviews ranged in length from 73 to 135 minutes (mean 102.9; standard deviation -SD-22.34), and the second set of interviews ranged from 70 to 139 minutes (mean 103.86; SD 37.61)." Results -I suggest that the authors rephrase/rename the five themes in order to better reflect the experience of suffering and the participants" experience, as mentioned on p. 8 (final outcome). The current titles are a bit impersonal, general and do not reflect the specificity of the current study. For instance, the authors could use quotes from the interviews. Ideas for more content-related titles: 1) The shame of suffering from an invisible condition; 2) Treatment: between need, scepticism and fear; 3) Looking for physicians" support and sincerity, and fighting misconceptions; 4) Limiting the impact on daily life through self-control; 5) Family and work: between understanding and disbelief. Response: We thank the Reviewer for these valuable suggestions. We have renamed the five themes in the abstract, the results section and table 3. Results: "When the material obtained from the participants was analysed, five specific themes emerged: a) The shame of suffering from an invisible condition; b) Treatment: between need, scepticism and fear; c) Looking for physicians" support and sincerity, and fighting misconceptions; d) Limiting the impact on daily life through self-control; and e) Family and work: between understanding and disbelief…" Discussion -The discussion is very rich in references, but it resembles to a review of the literature. Comparison and contrasts of the current study to previous studies is very limited and it is unclear to what extent the current findings confirm or disconfirm the literature. The authors should make an effort in selecting the most relevant findings (instead of discussing every single finding) and interpreting them by explaining how they confirm previous reports or why they disagree with them.
Response: Indeed, that is an important observation. Now it is more clear that our findings confirm previous reports: "Our results are consistent with previous studies that reveal that migraineurs, for the most part women, experience helplessness and a lack of control over their own life.17,18,22,41,42,43 …" "Migraine has already been referred to as an invisible affliction18,43 …" "Previous studies reported that chronic daily headache patients are more satisfied with doctor consultations22,25,43 Rutberg and Öhrling,18 and Varkey et al.22 showed that patients commonly feel that they are not taken seriously…" "As occured in our patients, pain has previously been described as the centre of everything, having an impact on all dimensions of the patient"s life, their family and social relationships.22,24,41,43 …Our results also agree with previous studies that described an attitude of resignation and withdrawal from activities, 22,41,43,44… Special consideration must be given to migraine during pregnancy… this was the case in one of our patients." "Our results coincide with those of other authors describing how patients experience certain disbelief when talking about their pain in social circles, and often hide their disease and its symptoms.17,18,24,44 …" "In conclusion…. Our results are in line with previous data based on migraine or chronic daily headache patients…" -The value of this study and its contribution to scientific knowledge and clinical practice should also be strengthened. What does this study add to the literature on (chronic) migraine? And where to go? On the basis of the rich data collected, I consider that it is possible to draw more concrete ideas and hypothesis for further studies. I am aware of the fact that you cannot speak of associations between a high depression score according to the BDI-II and being skeptical against medications. However, it would be possible to develop indications for possible hypothesis to test in quantitative studies or intervention studies. How can these results contribute (concretely) to improve the treatment of people with chronic migraine? Currently, it is unclear how clinical practice can benefit from these results. Even keeping in mind that this is a qualitative study and that the generalizability of the results to a larger population is not possible, I believe that the authors could make suggestions on what can be done to improve the experience of patients in a similar situation. Response: We are really grateful for these comments. In the revised version, we discuss some implications for clinical practice and research at the end of the manuscript: "… Moreover, our findings shed light on how CM may impact the lives of patients in a similar situation, and may have important implications for clinical practice. Patients need the involvement and support of their doctors and the patient-doctor relationship must be viewed as an important element in the strategy to improve the management of CM. Knowing the patients" experiences can probably contribute to a better communication between clinicians and patients and to a greater compliance with treatments. Our study also provides grounds to guide further research into CM patient"s quality of life. In particular, it will be interesting to analyse the experience of patients who have undergone specific treatments for CM, such as botulinum toxin injections, and those who have been treated at specialised headache clinics for some time." Table 3 : Comments on the selected narratives Theme 1 -The quote used to illustrate "uncertainty" could very well illustrate a "change in lifestyle". Response: We agree. We have changed the quotes for "uncertainty" (including a patient´s drawing description): Table 3 , Uncertainty: "You give up hanging around with your friends, you give up loads of stuff, because you don"t know when you'll have a bout of headache. I"m still with my episodes, without knowing when they'll come. I"ve been housebound for the last month, in case the pain comes back" (patient 18, 32 years old, unstructured interview), "I can"t draw anything clear, specific, just flashes, it"s completely different everyday, there"s nothing stable" (patient 7, 47 years old, drawing description). Theme 2 -Does distrust and scepticism refer to medication or to physicians/medicine? From this single quote it seems referring to physicians/medicine and their inability to offer certainty. Response: It refers to medication. We have expanded this quote: Table 3 , Distrust and scepticism: "It is true that the neurologist told me that the treatment was very much trial and error, and that we have to keep trying until getting the pain under control... That doesn"t give me much confidence, does it? I thought it was more standardised, it hurts, it's due to this disease and then they give you the right pill… but there are not magic pills, I don´t trust treatment" (patient 1, 27 years old, unstructured interview).
-The quote chosen for "reaching normality" does not mention treatments, and seemed to me more adapted to illustrate the theme 4 "Impact on daily life" (and in particular the subtheme "Everything revolves around pain").
Response: We agree. Now we include a sentence from a patient´s drawing description: Table 3 , Reaching normality: "I just want to have a normal life, do the same stuff as everyone. I just want to do things without feeling pain, or at least, with a mild one. But, tablets sometimes don"t work. I can see myself reading, walking my dog, but always in pain" (patient 16, 33 years old, drawing description).
-The quotes chosen to illustrate "Lack of adherence to preventive treatments" do not clearly refer to preventive treatments. Do they all refer to preventive treatments or to all treatments? Lack of adherence only refer to preventive treatments? If not, why do the authors focus on them? Response: They refer to preventive treatments. Now, it seems more clear: Table 3 , Lack of adherence to preventive treatments: "My doctor explained to me how important it was to take medication daily, even though there were side effects. I told the doctor, how can you put me on a treatment that already caused me side effects! I remember perfectly, that it caused me side effects… (Imitating her doctor) «No, you try it, and if you have any side effects just stop taking it»..." (patient 1, 27 years old, unstructured interview). "I don´t like taking medication to avoid the pain …I don"t like it because I've never taken so many pills in a day, because if I"m in pain, of course I"ll take 5 pills, and if it hurts more, I"ll take 6 or 7. I don"t like the feeling that I"m taking pills all the time." (patient 11, 20 years old, semi-structured interview). "What I don"t want is to get hooked... I don"t like addictions, so, because I think that… that it"s like being really addicted, I won"t be happy or I'm not going to feel OK, you understand? Why take medication if I don"t have pain?" (patient 6, 41 years old, unstructured interview). Theme 3 -There is one subsection with quotes that should illustrate barriers in the doctor-patient relationship. However, all quotes in theme 3 refer to barriers (lack of clear information and sincerity as well as lack of support and involvement are barriers). I therefore suggest that the authors identify more relevant and mutually excluding subthemes. Response: We agree with the Reviewer. All of them are barriers. We have changed obstacles/barriers for "situations that hinder doctor-patient relationship" both in the Results section and Table 3 . Still, we have maintained a distinction between the physician features expected by the patient ("clear information and sincerity", "support and involvement") and the specific situations that may be an obstacle for the physician-patient relationship". Otherwise, we have removed a quote that might be confusing: "I felt silly (she laughs). I thought the doctor was not taking me seriously ... I was disappointed…" Theme 4 -The difference between the quotes used to illustrate "Everything revolves around pain" and the ones used to illustrate "Change in lifestyle" is not clear. They seem to overlap (because a change in lifestyle might be the consequence of the fact that everything revolves around pain? If this is the case, the authors should make it clear.).
Response: We agree with the Reviewer. We have made changes at the Results section and Table 3 . Results, Theme 4: This change in lifestyle is the consequence of the fact that everything revolves around pain…. Table 3 , Everything revolves around pain: "…My life is conditioned by something that is not even considered serious! I want to end this, I want my head to stop hurting, I want it to stop affecting my whole life. I need it to stop to live a normal life..., to forget worries that others don"t have." (patient 5, 23 years old, unstructured interview). Response: We have added a quote to illustrate "Understanding in the family". We have also maintained "Specticism in the family": Understanding in the family: "I know that they want to help, they are more interested and ask frequently. Obviously, they are closer than my co-workers. They try to understand my pain, to understand me." (patient 18, 32 years old, semi-structured interview) Scepticism in the family: "Powerlessness, they don"t believe you! it really hurts! And there comes a point where you don"t even say anything because if they are not going to pay attention to you, then what for. They think you"re making excuses." (patient 9, 28 years old, unstructured interview). "They cannot understand that you have this kind of headache, they do not know how much it hurts because they compare it with the headaches that they have, and of course, they don"t hurt as much. Then «... There she is again with her headaches»." (patient 10, 27 years old, unstructured interview As suggested by the Reviewer, we have also changed our conclusions: "In conclusion, this study provides insight on how CM is experienced in a group of Spanish women attending a specialised Headache Clinic. Our results are in line with previous data based on migraine or chronic daily headache patients..." -The rationale for the study and implications of the research can be enhanced by applying a more clinical view to address the needs of the readers of this journal. The authors provide a rich reference list which does include reports of qualitative research in CM patients. While those studies may have included EM patients too, the rationale currently provided may not be accurate? Response: We appreciate this comment. Yet, we would like the Reviewer note that previous studies including patients with "chronic daily headache" may have included other chronic headaches different to CM, such as chronic tension-type headache, hemicrania continua or new daily persistent headache (with or without medication overuse). In fact, "chronic daily headache" is not included as a specific diagnosis in the International Classification of Headache Disorders (ICHD) This is the first qualitative study centered in CM. Moreover, all patients included in this study have met diagnostic criteria for CM according to the latest edition of the ICHD (ICHD, 3rd edition, beta version, 2013) . This point has been clarified in the Discussion: "QR has previously been applied to analyse the impact of migraine or of "chronic daily headache" -in general-on patient"s lives;22-27 however, this is the first study to focus specifically on CM as defined by the ICHD-3 beta diagnostic criteria." -The completion of the COREQ checklist should be reviewed. For example, a phenomenological approach is mentioned, but the methods do not illustrate the use of this approach, the duration of interviews is not mentioned, no evidence of saturation to support the sample size is provided or discussed, while participant checking is mentioned, this (e.g. any feedback) is not reported in the results. Addressing these through revisions may be required to fulfil the criteria on the checklist. Response: We agree with the Reviewer. We have included the following key points: Design: "In the field of qualitative studies, phenomenology attempts to understand other people"s lived experiences by using first-person narratives and other sources such as personal letters, diaries, and drawings.29 Moreover, phenomenological studies aim to mitigate the effects of any preconceptions (bracketing). In our study, bracketing was achieved by carefully recording the positions taken by the researchers beforehand, and by using in-depth interviews as the main data collection tool.28,32 In this way, we sought to avoid the researcher"s influence on the data and reveal the nature of the phenomenon through the patients" accounts.29 Phenomenology has proved to be useful to explore the individual meaning of chronic pain.30" Duration of interviews: "The first ten interviews ranged in length from 73 to 135 minutes (mean 102.9; standard deviation -SD-22.34), and the second set of interviews ranged from 70 to 139 minutes (mean 103.86; SD 37.61)." Saturation: "Finally, data collection was pursued until the researcher achieved information redundancy, at which point no new information emerged from data analysis (in our study, this occurred with patient 20).29 Participant checking is included at the Rigour subsection: "…and c) post-interview and post-analysis patient verification.40" -The duration of the interviews is not mentioned, but the content of the interview guide suggests a lot of themes may have been explored. It may not have been possible to explore all these points using a traditional phenomenological approach, unless the interviews were rather long? Response: We agree with the Reviewer. We indicate the average length of the interviews in the revised version: "The first ten interviews ranged in length from 73 to 135 minutes (mean 102.9; standard deviation -SD-22.34), and the second set of interviews ranged from 70 to 139 minutes (mean 103.86; SD 37.61)." Otherwise, during the interview many contents of the question guide were mentioned by the patients, making it unnecessary to ask the specific question.
-Though mentioned in the limitations section, the inherent bias of this sample should be clarifiedthose attending headache centers for the first time, may be the women who are dissatisfied with their care.
Response: We agree with the Reviewer. We have added a comment in the limitations section: "This limitation could have influenced our results since purposeful sampling could have included women who were particularly dissatisfied with prior medical care." -While themes have been mentioned, there is too much generalization of the findings, for example, when authors mention patients encounter…/patients do not expect, does this suggest that all interview participants discussed these themes? Response: We agree with the Reviewer. In order to avoid generalization, we have added "all patients", "most patients", "some patients", "the majority of patients", "many patients", etc. at the Results section. On the other hand, a thematic analysis was used. This is "a method for identifying and reporting patterns (themes) within the data." Patterns could not be quantified, but help to identify and describe the lived experience (Carpenter & Suto, 2008 ).
-Conducting personal interviews like this in coffee shops does not reflect best practice or respect for participant confidentiality? Perhaps clarify if this was addressed in any way. Response: We agree with the Reviewer that a coffee-shop was not the best choice to collect qualitative data. However, in qualitative research a key point is that researchers should give to participants the opportunity to choose the environment o setting to talk about their experiences. Yet, we have added a comment among the limitations of the study: "Another issue that might have influenced the results was the fact that three interviews were conducted in coffee-shops; although the participants chose the coffee-shop as a reliable and comfortable place, the environment in this setting could have limited confidentiality." -Some terms used may be direct translations from another language that appear inappropriate in English, review of the paper by a native English speaker would enhance this work. Examples: line 35: subjects were submitted to unstructured interviews; line 50: CM is experienced with impotence given that... Response: We thank the Reviewer for these corrections. We have made the following changes: "With participants 1-10, the interview started with an open question: "What is your experience with CM?" ". "CM is experienced with frustration…"
Reviewer: 3 Reviewer Name: Kasey Boehmer Institution and Country: Mayo Clinic, USA Competing Interests: None declared -Thank you for the opportunity to review this study. I found it to be a well-conducted qualitative study of female patients with chronic migraine. Response: We would like to thank the Reviewer for these kind comments.
The manuscript could use some revision prior to publication. Detailed comments for changes in each section are below. Background -Page 5, lines 12 -19, This article states "However, no qualitative study to date has focused on CM, the most debilitating form of migraine. Thus, the purpose of this study was to explore the experiences and perspectives of a group of Spanish women suffering from CM using qualitative methods." I have a hard time believing the sweeping nature of this statement. While chronic migraine is not my topic area of interest I am aware of two qualitative studies dealing with chronic migraine and chronic daily headache, Tenhunen 2005, and Peters 2004. I think it is possible that the literature search needs to be expanded. Some of these themes have already been explored in chronic headache qualitative research, so how are you seeking to expand the body of literature and lived experience through your research? Response: We appreciate this comment. As stated above (response to Reviewer 2), previous studies have been performed in "chronic daily headache" and may have included not only CM but also other headache disorders (tension-type headache, hemicrania continua, new daily persistent headache…). This is the first qualitative study centered in CM. Moreover, we made sure that all our patients met the 2013 updated diagnostic criteria of CM (ICHD, 3rd edition, beta version).
-Page 5, There is no research question stated, referred to later, and this should be added to the background. Response: We agree with the Reviewer. We have added a research question related with the phenomenological design (experience): Introduction: "By using qualitative methods, we aimed to answer the following research question: "what is the lived experience of patients with CM?"28. Methods -Page 5, line 30-32, A more in-depth description of why a phenomenological approach was selected over other qualitative methods. Response: We have added a short description of phenomenological methods as well as a reference on the application of these methods to the study of chronic pain: Design: In the field of qualitative studies, phenomenology attempts to understand other people"s lived experiences by using first-person narratives and other sources such as personal letters, diaries, and drawings.29,30 Moreover, phenomenological studies aim to mitigate the effects of any
